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Soman, Krishna, An Exploratory Study of Social Dynamics of 


Women’s Health in Adityapur Village of Birbhum 
District, Unpublished M.Phil Dissertation, 


School of Social Sciences, Jawaharlal Nehru 
University, £992). 


Women’s health is shaped by certain factors which are rooted 
within the social dynamics of the family as well as the wider 
socio-economic structures within which families are located and, 
occupy specific economic or caste position. This study which was 
conducted in Adityapur village of Birbhum District in West 


Bengal, explored the social dynamics of women’s health and 
illness. 


The objectives of this study were:- 


1) To understand the socio-economic structure of the village. 

2) To explore women’s health problems and their understanding 
of it and the actions that they take. 

3) To identify the factors at family and social level which 


determine this understanding and their actions. 
The major findings of the study were the following: 
Findings: 


‘ 1) Fifteen percent of the households belonged to well-off 
category whereas 39% were in the poor and the rest formed 
and middle group. The village was dominated by the scheduled 
castes (61.4%). Majority of the non-scheduled caste: 
households (90.5%) belonged to the middle or well-off 
cateogries whereas 86.2% of the scheduled caste households 
were from the middle and poor categories. The non-scheduled 
castes were dominated by Brahmins, who overtime made full 
use so f:cether educational and employment opportunities. 
Among the scheduled castes, however, only 13.8% Sahas who 
were traditionally linked with big business and own large 
landholdings were able to use the special ae pene a 
provided for the scheduled castes in general and improve 
their education and employment status. 


2) Despite significant transformation in different ant 
life in the village, the life of women was least ay pe: e 
Ihey continued to stay within the boundaries fe) crlee 
pers Tras and performed labour without pare al 
per'iripating in decision making process. hs nage re 
were enployed or did some social ace kal aban - wundee e 
minimum required and remained within S 


tradition. 


3) 


4) 


5) 


6) 


7) 


8) 


9) 


The estimate of annual reported illness of women eee 
differentials in economic categories (8.7% in the we - ~ 
9.2 % in the middle group and LA, 9) ee the poor sec ne : 
Women were more ill than their men folk in corresponding 
economic categories and the gap was Maximum among the poor 
(14.9% against 94.3%) De certaan diseases like tuberculosis, 
gastritis and anaemia were very prominent among the poor. 


An important finding of the study was that majority of the 
women even after fully realising that they were ill: did nes 
seek help. Instead, they attempted self-restraint and at the 
most tried to compromise their food and activities to 
manage their disabilities. Only when their problems became 
unmanageable they communicated with their family. 


There was thus a twin gap between realisation of ill-health 
and seeking out treatment. The delay was contributed by the 
woman herself as well as by the family. 


The reasons for women’s restraint were her perception of 
severity, her sense of responsibility towards her family, 
relationships within the family, and its economic conditions 
along with the health needs of men in families where their 
illness was an added factor. For the delays at the family 
level the same factors were active, however, the most 
visible among them were economic status of the family, men’s 
attitude towards women’s illness and the balance of power 
within the patrilineal structure of the society. 


While seeking health care women were in a much more 
disadvantageous position compared to their men folk in 
corresponding categories. They were dependent upon local 
practitioners even if the initial consultation were with 
allopathic private practitioners in town, their follow-up 
was inadequate and very often in a family with an ailing man 


they had to wait for treatment specially in the poor and 
middle categories. 


Women’s illness created a differential impact on the 
economic structure and relationships within the family. The 
impact was often permanent for the poor where scarcity 
pushed them to sell resources or go in for loans. In the 
middle categories women’s illness accentuated economic and 


personal tensions. Only among th - . 
easily handled. sf 7 e well-off, the impact was 


The pregnancy and delivery practices such as extra food 
rest; utilization of health services among women w 
constrained by the economic. status and were wewen 
rationalised by their cultural practices. Still «thei pattern 
of utilisation of services for these and family mien lhe 


practices had modernised to a much 
1 ne 
to that of general illness of women. SRSREEt Seto eo 


10) Health Services provided through the 
network differed in quality and withi 


i ddide ay of. the 
ervices. 


1 a a patrilineal social structure, 
function of women generated greater 
ill-health and lower outputs. 


threat to reproductive 
concern compared to her 


12) To change the situation of illness anda health care the 
cultural forces of status quo at the family level were 
influenced by socio-political interventions and the slow 
process of transformation. It either created a situation 
conducive to the health of lwomen as in the Well-eff sors 4+ 
made existence so impossible that the poor women had to 
break the norms and values of the given status quo. 


Our study thus highlighted the social processes that 
influenced health and illness among women. It emphasised the 
need for a greater pace of socio-economic transformation, 
sensitive to the needs of women and their contributions to 
the society. This alone would make health a meaningful 
concept for them. 


Goparaju, Lakshmi, Socio-Economic context of Maternal and 
Child Health Practices - A Case Study of an Andhra Village 
M.Phil Dissertation,Centre of Social Medicine and Community 
Health, School of Social Sciences; “Jawaharlal  Nenru 
University, New Delhi, 1985. 


Objectives of the Study and Study Area 


(1) To study the differences in the patterns of maternal and 
child health care in different agrarian classes; 

(2) To identify social processes responsible for these 
differences; and 

(3) To identify gaps in perception and action and to explore 
their causes. 


A village called Sangam Jagarlamudi (SJM) in Tenali taluk of 
Guntur district in Andhra Pradesh was selected to conduct the 
study. On the whole, 128 women who had atleast one child were 
interviewed about the relation between their socio-economic 
environment and its relation to their health. 


i distinguished by (i) 
The socio-physical environment was 

Studying the nature of the economy and the production pattern - 
village thereby also to (ii) identify oe stintgiregy peer ag ass 5 

iii ili t by hea 

iii) Availability, treatment meted ou 
ar as or ereat classes of people at the Primary Health ivi. va 
in their day to day work in the field and accessibility 


private hospitals was assessed. 
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Findings 
Classes, Work patterns and Implications for the health of 
women. 


(1) 


While the number of men labourers remained constant, the 
number of women workers increased by 60% between 1971 and 1981 
indicating that women’s employment is primarily dependent upon 
full absorption of men workers. This — highlights the weaker 
position women have in the village’s social network. Moreover, 
the kind of work they perform in the fields demand a Low “sos 
energy and time eg. most of their jobs are back bending, to be 
performed in the midst of knee low water and mud, whether it is 


transplantation, weeding or harvesting. They carry heavy loads 
on their heads. Their work is of long duration and they have no 
time even to feed their babies. It has a negative effect on 


women’s health in terms of fatigue and lack of rest. 


This study revealed that work patterns of women varies 
across different classes of women. Women belonging to the 
landless class work throughout the day on the fields which has a 
negative effect on their health as well as their children. On 
the other hand, women workers in middle and rich farmer families 
are not so overburdened with work. Even" when’ they’ work, 1 is 
mostly supervisory in nature. 


The landless women labourers do not have power in decision 
making in the family and do not have the right to spend their 
money as the way they would like to. The quality of food this 
class consumes is poor and women of this class usually eat last 
thus compromising on the quantity as well. Household work is an 
additional demand on then. 3 


Depending upon their access to resources,women from 
different classes spend different amounts of time and energy on 
household work. Those who can afford, not Only use others’ 


labour (servants) but also which make work eas 
W 
gas connections, grinders etc. Y OWES aca puke 


The additional loa@ of animal husbandry that women take 


especiall or ; : 
peter Y among the poorer families contributes to their ill- 


CAL) Status of health in different classes 


The dangerous complicatio 
ns during regnanc 
prevalent among the labourers. FOr asain fever juae Meee, 


delivery, uterine prolapse and | 
ahong? tne Vekdiess a,c iaLgd eee births was also more common 


per women was higher in ai eess ee Average infant deaths 


S and marginal class 
middle and rich farmers class. High infant mortality ravear aushe 


La: 


the landless and marginal class 

€s 1S an import 
family planning methods, mainly sterilisat Pag 
after three or four children are born. 


reason why 
ons are accepted only 


(iii) Perception and Action 


It is generally believed that people in vi 

traditional systems and do not go to he eeignee tied ee 
for treatment. However, in the study village, 60% of the poor 
preferred MPW(F) to be their birth attendent but only 38.9% Bete 
get her services. Many of them opted for private doctors, which 
meant going beyond their means, to get health services. The 
MPW(F) who was many times not available for the landless category 
was readily available to the middle and upper classes. 


Sterilization was opted by all classes, but among the labour 
‘class, it was only after having three or four children but in the 
case of middle and upper classes, women opted for sterilisation 
-after two children. 


On weaning practices, the study revealed that weaning foods 
were introduced only after the child was a year old among the 
landless class. This was primarily due to lack of time and poor 
quality of food that was available. 


Among the middle and rich farmer classes, pregnant women 
‘were treated with love’ and care. They regularly consulted | 
private doctors and went to private nursing homes for delivery. 
Some of them even avoided routine household work prior to- 
delivery for a period ranging upto five months. After delivery, 
also, women were given full rest. This was in contrast to women 
belonging to the labour’ class*who could afford full rest for less 

than ten days. 


There are certain supersititions regarding Maternal and 
Child Health practices regarding what should constitute the first 
feed for the child. Across classes, infants were not given 
colostrum. After delivery,women wore a nadumkattu (a band of 
cloth tied around the waist to help in giving support to the 
abdominal muscles and back),a muffler around the head to prevent 
catching a cold and a variety of food restrictions. 


The quality of health services delivered by the primary 
health centre reflects the lack of an integrated approach to 
dealling with health problems of a given population. The 
services offered by the PHC tend to be ‘problem specific’ in that 
they focus on family planning, specific interventions a3 
maternal and child health, distributing anti malarial tablets an 
the like. This fragmented approach to health care porches 
undermines the very concept of providing integrated basic hea 
services to a community. 
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i pradesh and Its Implications 
mee at parle Pot Two Villages jn Allahabad 
pistrict, Unpublished Mphil Dissertation, Centre 
of Social Medicine and community Health, School 
of Social Sciences, JNU, New Delhi, 1993. 


Objectives and study Area: 


This study explores the meaning of childhood in a chosen 
rural population and attempts to understand the aifferences 
between the processes that determine the childhood status of . the 


two sexes. 


It was conducted in two villages in Allahabad district in 
Uttar Pradesh. It uses the case study method with a complete 
census of socio-economic status of the population; perceived 
jllness pattern, mortality, nutrition level of children OF 0 £6 
12 years of age and their educational achievement. 


Tt brings the qualitative aspects of childhood for the two 
sexes and explores the discriminatory behaviour of parents 
towards girls regarding their day to day caring, feeding, 
schooling, work, play and emotional security. 


Findings 


More that 17% of the households belong to the well off 
category, whereas 44% were in the poor and. 33% were in the 
subsistance category. The villages were dominated by the 
Brahmins. 94% of the Brahmin households and 54.5% of the 
Backward Castes belong to the subsistance and well GLE F 
categories, whereas 14% of the Scheduled Caste households belong 
to subsistance category. There are no Scheduled Caste households 
in the well-off category. Over time the Brahmins had made 
maximum use of the educational and employment opportunities. 


Opportunities of share cropping with newer technologies had 
helped 14% households of Scheduled Castes to attain upward 
mobility to the subsistance category. It had also helped many 
Backward Caste families to improve their economic status. 


Despite the general development of the vill 
ages, the qualit 
of the life of the girls was poor. They continued to stay eine 


the boundaries of the household 
and i : 
treated as equal with the boys. worked hard without being 


Pee teiss oh ade Bae rates of yearly illness and higher 
ana =bo4.. for 91 i ity as compared to boys (illness rate is 214 
eacpeeeivaly):. 3 a3 and boys; mortality is 49.9% “and =37a2 
Pecaaneeys cit is ince girls are known to he biologically 

ger, is obvious that other factors like neglect of their 


general health as well as 
pespeneieiesfor this einavagce om during their illness is partly 


“3 


= Persistent diarrhoea, acute fever and tetanus were the major 

eee Sree ese pane seen to be responsible for the maximum 
fe) eaths. This pattern was c 

Eudes coat p onstant over all economic 


Persistent diarrhoea was seen to cause 
mortality. These deaths were equally higher Se aoa Cee 
categories. Acute fever caused a greater number of deaths in 
males. Deaths due to tetanus were higher in poor families as 
compared to the well-off categories (19.4% as compared to 6.7%). 


Here again we find that males had a higher mortality rate due to 
tetanus. 


This pattern of mortality reveals that, male die more often 
due to acute infections as compared to females who die more due 
to chronic diseases. 


Explanations of our findings regarding health status of the 
girls were located in their social existence. The following were 
the key features of girlhood in the study villages. 


The age group of 0 to 6 years showed that malnutrition 
affected girls across classes but the poor girls were the most 
affected. The number of boys more in the normal and in the 1st 
grade malnutrition while the number of girls was more in 2nd and 
3rd grade malnutrition. 


The number of females as against males attending school was 
much lower in poor and subsistence families than well-off 
families. Girls among the poor were the most deprived 
educationally 


The girls were made to work more than boys and they start 
working at a much younger age. At the age when girls were 
considered adult and mature, boys were considered children. 


Boys were always considered assets in the families 
irrespective of their numbers. Therefore they were made to feel 
more wanted. Girls were denied certain needs which were a must 
for their overall development. For example, they are not fed 
properly or cared for during illness. Their need for love, 
security, new experiences, praise and recognition, and for 
responsibility were not met with. 


Repercussions of this denial of their needs could be seen in 
their i akav tour. Some girls had become subdued, some had Ge iote 
introverts, some dreamy and some rebellious. These pay 
were often reflected as anger, hate and a arti gpe DENCE ¢ EC * and 
gait premeevation. The girls were said to be unin “Sire natant 
dependent creatures. They were also peor rreL et eh 
expenditures for spot he la and # burdsion, helplessness and 

i to a basic sense ; 
+ veer eA girls started devluaing their own self image- 
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To overcome their feeling of guilt they became less and less 
demanding and allowed their own exploitation. They even felt pity 
for their parents as they thought they cost them suffering 1n 
terms of money. To make up they worked hard day and night without 
expecting a fair deal from others. They wished to get married 
early so that they might bring peace in their parents life. 


They are made to believe that boys are superior to them and 
that if they want happiness they need a man to protect them. 


A self destructive attitude is thus born out of the negative 
treatment that they receive. When finally they become mothers, a 
daughter become a reminder of their own misery and helplessness 
which they want to reject. Thus within the norms of the society 
women themselves desire sons and by rejecting their daughters, 
perpetuate the myth of their uselessness. 


45 


Sondhi, Meenu The Silent Deaths: 


. ‘ A Stud on s : 
Delhi Lady Irwin College, 4 Female Foeticide in 


Delhi University, Delhi, 1988. 


This research was undertaken to inve 


stigate the ; 
of female foeticide in Delhi. 2 extent and causes 


The objectives of this study were: 


To find out the extent of female foeticide in. Delhi. 

To study the awareness of women regarding sex determination 
tests and the factors motivating them to go for sex 
determination tests. 

- To study familial attitudes towards 
female foetus. 

To study the side effects, safety and reliability of the sex 
determination tests. 

To know the opinions and attitudes of the doctors performing 
the sex determination tests. 


women on conceiving a 


Area of Study 


The study was carried out in two sex determination clinics 
of Delhi : Loomba Clinical Lab. and Genetic Centre (Patel Nagar) 
and Dr. Jaiswal’s Clinic (Hauz Khas). 


The sample comprised of 100 women undergoing sex 
determination tests and seven doctors performing these _ tests. 
The study revealed that Delhi has become a major centre for 
carrying out sex determination tests. This was evident by the 
fact that majority of the women clients had come to Delhi from 
places such as Uttar Pradesh, Haryana, Madhya Pradesh and even 
countries like Dubai and Yemen in order to get these sex tests 
performed. 


Findings 


(1) Most women undergoing sex determination tests were not 
legally and medically entitled to undergo these tests, since 
they are meant only for women above 35 years of age to 
detect genetic abnormalities. But the study showed that 96% 
of the women undergoing sex determination test were below 
35 years of age and majority of them came from joint 
families. The largest number of women were Hindus. There 
were very few Sikh and Jain women. 


i S rily 
2 This study revealed that education does not necessa 
e bring about a change in the beliefs and attitudes of those 
seeking care. Most of the women clients and their aes 
were highly educated. Majority of the women were — rp 
be graduates and post graduates. Similarly their hus nie 
were also professionally qualified and some of them we 
MBAs, CAs and M.Techs. 
sority of the women were housewives. 
(3) It was observed that majorl ck end nana ceeeins 2 


Ss 
Few were doctors, teachers, @ iy 
husbands of these women were involved in professions 5 
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(4) 


(5) 


(6) 


Le a of 
ven medicine. The presenc 
iness service and e : 

De aged and a sub-inspector in the sex dete ser te 
clinics shows that the law makers themselves proved to be 


the law breakers. 


-. made by most of the doctors performing these tests 
gee are ee performing any Sex determination test on 
women having less than two daughters proved to be false. 
Many women seeking this test, did so after they had one 
daughter. Couples going in for a sex test after having three 
or more daughters formed a very small section of the sample. 
Some women who already had a son in their families were also 
found to be going in for these tests since they desired a 
second male child for the purpose of adoption in their 
husband’s family, often a sister-in-law. 


Women from lower income groups were not deterred by the high 
costs of sex determination test. Many admitted that they 
were not in a position to afford these tests. Some had 


The cost of the different sex determination tests was found 
to be much higher than the expectations of the couples. It 
was noted that a majority of the couples preferred the 
cheaper sex determination test viz. ultrasound. Most women 
clients were not even aware about the names of the various 
tests, their implications, the procedure and the health 
hazards involved in getting these tests performed. For many 
women they were just "Boy or a Gari" test. 


The study revealed that medical practitioners have a major 


hand in propagating sex determination tests. Most..efn the 
couples undergoing sex determination tests had been advised 
by their own doctors to do so. Mass media such as 


newspapers, magazines and T.V. were abso. Eound. cso. ve 
significant in popularizing these tests. Furthermore, the 
GLified in Débid . have cas nexus with, other ».medical 
practitioners. Most of the couples had been referred to a 
particular sex determination clinic by their own physicians. 
These sex determination clinics further referred their women 
clients to a particular abortion centre for aborting their 
unwanted female foetuses. This very clearly indicates that 
the physicians, the sex determination clinics and the 


abortion centres are all operating in an organised network 
on a commission basis. 


Stresses and strains were felt most acutely b 

within their families. It was frequently hee 
desire for a male child very often came from other members 
of the family rather than the women themselves. Majority of 
women disclosed that they were not at all interaseeg in 
undergoing the test. Very often it was the pressure from 


parents-in-law, husband or other fami : 
them to undergo these eeeten ily members which forced 


Ly 


(7) 


(8) 


(9) 


Inspite of this, some of the prospective mothers undergoinc 
sex determination tests were not even accompanied to ies 
Clinics by their parents-in-law, husbands or any other 
member of the family. The women often came with their 
mother, sisters or brothers. In one clinic, a women from 
Uttar Pradesh was accompanied by her midwife. 


Doctors who are well aware of the fact that sey 
determination tests are not only illegal but also a health 
hazard for women and their unborn foetus were found to be 
motivating the women to undergo such tests. 


All the .women undergoing the sex tests stated that they 
would prefer to have male issues only. These women had 
decided ‘that they would give birth to the baby only if it 
was a boy. 


Social factors, cultural beliefs, traditions and attitudes 
towards the female child were found to be promoting the sex 
determination tests to a large extent. Many women 
complained about the ‘’asympathetic behaviour’ of society 
towards them because of the absence of a son in their 
family. "Don’t you have a boy? was a question frequently 
encountered by these women. The growing violence against 
women and high dowry rates in society had resulted inte 
feeling of insecurity for female children in many of the 
couples. This feeling of insecurity was also to some extent 
responsible for the male preference among these couples. 


Some of the women considered their families to be imbalanced 
and incomplete if they only had daughters. For them the 
presence of a son would balance their families. According 
to some women culture and religion dictated that a son 1S 
only the sole heir of the family, hence their desire for a_ 
male child was justified. Economic reasons also influenced 
the sex-choice of the women. A few women who had two 
daughters admitted that they were not in a position to 
afford the burden of a third daughter. Some couples looked 
upon a son aS a security for old age. Some women opined 
that a woman without a son is looked down in our society. 


Surprisingly, only a few of the women said they were 
undergoing a test so as to limit their family size to two or 
three children. This shows that almost all the women were 
undergoing a sex determination test for all other rae gE 
except the small family reasons as 1S very often claime y 
the doctors performing these tests. 


jor] he need for a girl in 
Majority of the women did not feel t 

shane families. When asked as to whether they boners 
undergone a test to have a girl child also, mos 

women Clients replied in the negative. 


j test the 
Women clients were often seen coming in for a sex 


second time. Almost all of these women had anrencr TS eae 
their female foetuses previously conceived and in 
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(10) 


had already aborted two female foetuses 


woman who : 
We RO 8 ts and was undergoing: a 


subsegiient to Séx determination tes 
sex tést the third time. —. | 


tate | bal 
Many women stated that they would have to face ver 
eapeine and bouts of anger in case they had conceived a 
"female baby". So strong seemed to be the fear of family 
members that some women had not disclosed their pregnancy to 


the family members. 


Almost all the women going in for a sex test confirmed that 
they would definitely go in for an abortion in case they had 
conceived a female foetus. Astonishingly, there was only 
one women who stated that she would give birth to the baby 
no matter: whatever the sex may be. According to her she was 
undérgoing a sex test just for curiosity sake. How genuine 
this curiosity was could not be known! 


Though all thé women had taken a decision to abort their 
femalé foetusés but at the same time it was revealing to 
know that 83% of the women were aware of the fact that 
BbOrtieh Gh gFSUHAS Gf Sex: 18. illegals. ,~Still they 
Gonsidered it véry Siiiple and easy to abort their female 
feettises: For instancé, a lady doctor from Uttar’ Pradesh 
wie had decided to abort her female foetus disclosed that 
shé w6ould bé Hélpéed by another doctor in wndergoing an 
abortion on thé grounds of "Failure of Contraceptive". 
Consent of thé women t6 undérgo a sex test was not 
Gonsidéred necessary in most of the Clinics. Out of the 
eleven sex deterinination Clinics visited by the researcher 
Only three had a consent form. 3 | as: 


Tt Was also observed that side effects, safety, and 
réliability of the sex tests were very much in doubt.: The 
vests aré not always error freé is proved by .the fact that 
one of the woimén clients had given birth to a "Girl" inspite 
of being assuréd of a "Boy". In another instance. the: sex 
determination test itself led to a spontaneous abortion of 
the male feetus. . ee. He | oan 


Wz, Fags ty eee Soe ie a es Bg she a ; . eid ‘ hgh , EPS, co Fae 
Majority of the women clients were din favour of legalizing 


Pokus ar ant eeeercana to them these test are a gift of 
Sad Bate arte US Should. be, made; use of to the .e% 
peseibie,® to | >, made, use of to, the .extent 
Attitude of Deetors 
(11) In order to get ‘a Glimpse of the other side of the pictuce: 


saven GAoetoers performing tha «., ESR ot 

digo invetViewed. tne study anoka eee pemination tests. were 
42 EBmale’ Heckbre ne Study, showed that both wale.as well 
peek hi patae of? performing, the sex, determination 
ivi d ot OLY yy th. Cheie, own Families,  Surpriednaiv. 
AorkAr #* WU ea FAN wi 4M GY ; Les. Sur risin at 
Goctor got a Son in his Gwn family by pentiormin: a Bey ‘ rs 
én Wis wife, hineelF. | g FERS 
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(12) 


(13) 


(14) 


(15) 


(16) 


Most of the doctors performing the s 

were in fact not qualified cet RAMAN Rade hfe nc 2 
Though it is expected of these doctors to have a degree i 
gynaecology but majority of them did not posses it ft 
was observed that only one doctor in Hauz Khas is performin 
all the three different types of sex tests whereas rest se 


the others are mostly performing Amnioce 
: nt 
Scanning. g esis & Ultra Sound 


Some of the doctors claimed that they had an experience of 
5-7 years in performing these sex tests. On the contrary 
there were few doctors who only had an experience of 3-8 
months. _All the 7 doctors admitted the fact that a very 
large majority of women clients came to their clinics just 
to know the sex of the foetus. It was further disclosed 
that most of the women undergoing sex tests were in the age 
group of §20-30 years. Thus, it can be concluded that the 


tests were being performed on these women merely to predict 
the sex of the foetus. 


All the doctors looked upon the sex determination tests as 
the best weapon to control the rapidly growing population of 
India. The doctors justified themselves for performing the 
sex tests by saying that they were doing "a great service" 
which the masses desperately needed. 


It was noticed that the doctors were not ready to accept the 
fact that almost all the women undergoing a sex test did go 
in for an abortion in case they had conceived a female 
foetus. Only a few doctors admitted that 50-60% of these 
women went in for an abortion. 


The accuracy rates of the sex tests claimed by different | 
doctors varied to a great extent. This indicates that the 
different sex determination clinics have different accuracy 
standards set for them which may be influenced by the 
testing facilities available. Similarly; the charges for 
undergoing the same sex test varied in different clinics. 
It was noted that the newly emerged clinics were charging 
much less as compared to the well-established clinics. The 
’Sexist Bias’ was visible even in the prices that were 
charged from the women clients. for performing aa sex = 
on them. For instance, if the report indicated a "Boy 
Rs.1,000/- were charged whereas for the same test if the 
report indicated a "Girl" only Rs.800/- were charged. 


Most of the clinics did not have their own facilities for 
testing the tapped amniotic fluid. It was Spr cigeneS | si 
study that inspite of the proposal for banning e oe 
determination tests in Maharashtra two of the ASE WwW 
sending the amniotic fluid to Bombay for sex prediction. 
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Some of the clinics were seen to be offering eo 
determination tests followed by an abortion as : eat. 
deal" service. This 24a cognizable offence under — 4am 
Penal Code (IPC) which does not recognize sex ct pepee Saye 
as a ground for abortion. Also nowhere were the e 
reports given in writing to the clients nor were y 


receipts issued for the same. 


7) 


erage about 37 women underwent a sex test daily in 

i i cea ia visited by the researcher. This means that 
approximately 13,505 women are undergoing a sex test every 
year in these clinics “alone. How many out of these 
conceived a female foetus and resort to abortion as yet to 


be known! 


Mehta, Anita Rural Urban Differences in the Household 

Consumption Pattern and Nutritional Status of Elderly Women of 
U.P. Unpublished Dissertation, Lady Irwin College, Dept. of 
Food & Nutrition, 1987. 


(5) Objectives and Study Area: 


The present study was undertaken to: find “out > rural; piroan 
differences in the food consumption pattern and the nutritional 
status of elderly women of Uttar Pradesh. It was conducted in 
NOIDA, Sector 22 and villages Bishan Pura and Chaura. The sample 
consisted of 96 households with 48 each from rural and urban 
area. The monthly income of the study group from all sources 
was below 1200 rupees p.m. The sample was selected on the basis 
of purposive sampling technique. Interview and observation 
method was used to collect data on different aspects of household 
food consumption and the nutritional status of elderly women. 
The techniques used in the assessment of nutritional status were 


dietary survey, anthropometric measurements and clinical” 
examination. 


The average family size in the two-groups was 9 in the rural 
and 5 in the urban area. The number of women in proportion to 
men was larger -in- the ‘‘Wral. fanrviies. The mean monthly per 
Capita income in the rural group ranged from Rs.48-400 (average 


Rs.166), while that in the urban group ranged from Rs.111-500 
(average RS.223). The rural area has no access to basic amenities 
like electricity, market and educational services. In the rural 


group only elderly/adult men were responsible 
resources distribution while (both Seer din) VeRO 
responsible, for purchase of food. Daughters-in-law cooked the 
food while distribution was done both by them and other elderly 
at Normally men were served the food first and women ate 
oe ee the contrary, responsibility for household resources 
jistribution and purchase was shared by all adult family members 
eee urban group and they also ate together at meals. 
Gate Eien der, aoe ae Gate equally by adult/elderly 
: re guiding food practices in both th 
groups. Elderly’ women in the i : 
their urban counterparts and were adden ania Boe 


Cooking 


ou 


The food consumption pattern of the household was inf 

by seasonal availability, economic factors and ere ae oes 
regarding foods. Wheat was the basic staple among both the 
groups. Bread was more popular in urban area. The consumption 
of milk, green leafy vegetables, roots and cereals was more in 
rural group while pulses, other vegetables, fruit, meat and fat 
was more in urban group. Introduction of supplementary foods in 
the diets of infant starts earlier in most of the families in the 
urban group as compared to the rural population. 


There was a gross energy deficit of 209 Kcal in rural 
against 345 Keal in urban group when compared with RDI. The 
protein intake was adequate and a fair amount was derived from 
both pulses and milk. 


Women aged 60-69 yrs. consumed more of milk, green leafy 
vegetables, roots and sugar in rural areas. There was a 
significant difference in mean intake of tubers and milk in the 
two groups which could be ascribed to increased availability of 
milk and tubers in rural areas. Consumption of pulse and fat was 
higher in urban group. There was a significant difference in the 
mean pulse and fat intake in the two groups. Pulse was consumed 
daily in most of the families. 


In case of women aged 70+ yrs, the consumption of pulse and 
other vegetables was higher in diets of urban group. The women 
jn rural area have consumed more roots and tubers and milk. 


There was a significant difference in tubers and milk intake in 
the two groups. 


The average content of calcium, iron, thiamine, riboflavin, 
retinol and vitamin C in the diet of rural women (60-69 yrs) was 
higher than that of urban women. There was a significant — 
difference between the two groups in calcium, thiamine and’ 
riboflavin, intake (‘t’ 3.08, 2.78 and 2.6 respectively at P 


was due to the increased consumption of milk by rural elderly 
women. 


High blood pressure and arthritis were the common ailments 
reported among urban group while pain in the stomach, gas and 
constipation among rural women. Sixty nine percent of elderly 
women in both the groups had pale conjuntivatis. one third abiiae 
jn rural area and half in urban area reported having lost most of 


their teeth. 
alories and protein was 2191 


in rural and urban group 
lderly women was much 


The per capita availability of ¢ 
Keal, 60 g and S55. Keak, 24 9... 
respectively. However, the consumption by & 
lower than the amount aye ce them Rid : 
consumption unit. Further, the dietary Pa’ 
not akon any difference with the increasing age except for an 


increase in the milk intake. 


in 
clusion, there were rural urban differences 
gia eaeeg acquisition, manag amen cane sr eae tiga td 
family members. Despite e ; 
ape SE oe availability of energy to both Fur nny SBE tae 
households was inadequate in comparison to the Requ ee 2 Y 
Intake. However, the protein intake was adequate. The ets ee 
the elderly women indicated significant differences with regar 
to the selection of foods which were reflected in the nutrient 
intake of the two groups. On the whole rural elderly appeared to 
be at an advantage both in terms of nutritional adequacy of the 
diet and the incidence of morbidity. They also emerged as the 
physically more active group. 


Aggarwal Meenakshi,Women in Resettlement Area (Seemapuri) =- An 
Ecological Perspective, Dept. of Community Resource Management, 
Lady Irwin College, Delhi, 1987. 


Women’s traditional role in the family is changing under the 
impact of demographic pressures and economic compulsions. The 
result is that women have started supplementing family income 
through employment. 


Household duty is an important responsibility fer women 
which means that they look after a variety of domestic chores 
like cooking, serving food, fetching water, fuel weed, washing 
and child care. For socio-economic and socio-cultural 
advancement of women, the living conditions of women among the 
poor must be taken into account. 


Objectives and Study Area: 


The present research investigated the constraints faced by 
women living in the resettlement colony of Seemapuri with special 
reference to physical amenities like dwelling units and 
community facilities and to see their interaction with 
sociological factors. Case studies proved to be a useful method 


for a research of this nature. This was supplemented with 
participant observation and indepth interviews by the 
investigator. The population under study were migrants from 


Bangladesh. They were all Muslims and were inhabiti 
for the last ten years. ng the area 


Findings: 


The study revealed that the major cause of migration of 
group was unemployment and poor living conditions e their ~ieiee 
villages. Unpredictable climatic conditions often causing famines 
and the spread of epidemics which took a toll of large number of 
lives, were other contributory factors for migration, 


The resettlement area pre 
poverty. Conditions of 1 iyEn onenkeh Suaeaiek Pace ore cam urban 


ng in the area included dilapidat 
dwelling units’ with inad pidated 
and overflowing drains. equate venti ter ten pemmans sy) een aces 
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The dwelling units were constructed by t 
themselves using family labour and "indi enemee ir 
known techniques. For example, the Bonding unit Piaget cabo: 
made with gunny bags and polythene sheets. A few houses ‘an 
distinct characteristics, reflecting the traditional housin 
structure of the Bangladeshi migrants. These houses were noe 
fascinating in structure and were made with wooden poles and tin 
sheets. Such houses were normally two or three storeyed and 
belonged to carpenters and masons who had a family tradition of 
being employed in building work. 


families 


Each dwelling unit was extremely small, measuring 3m x 7m 
The space use pattern of these dwelling units showed various 
methods of conserving space. Shelves had been erected in the 
wails, or wooden almirahs were being used for keeping utensils. 
This provided more of floor space in the room allowing free 
movement. For storage of clothing, wires had been hung along the 
three walls of the room. Cultural methods of storage like 
putting food stuffs in a basket and hanging it from the ceiling 
wie being used since the regions from which they come were very 
amp. 


A large number of the women we interviewed cooked food 
inside their homes since they felt it was more hygienic and 
maintained privacy. Cooking was not being done on a common 
hearth, even though many families were joint in. 2ehese 
composition. This was because in most cases the daughters-in-law 
and mothers-in-law were working and found it difficult to manage 
joint cooking. Also since they were using kerosene stoves OF 
chullahs for cooking, large amounts of food for as many as 20-30 
members of a family could not be cooked on one chullah at a time. 
Therefore, they preferred to do individual cooking in manageable 
amounts. 


Most of the families slept inside their houses. Even in 
summers, streets were not used for sleeping, because the families 
had no cots or had a single cot in the house. Cots were 
essential to sleep outside since the streets were very dirty. 
Mats were used for sleeping inside. 


Most of the women performed activities like washing 
clothes, washing utensils and bathing at the community handpumps 
since they found it difficult to fetch so many buckets of water 
for the purpose. About 3-4 women sat around the handpump at a 
time ana performed these activities. For taking bath, an 
'T,’shaped brick structure had been made on some handpumps which 
was about two feet high, whereas in others wooden sticks had been 
fixed over which a cloth was put to serve as © curtain. rants 
did not find any problem in taking bath at these handpumps - eit 
time also provided few moments for social interaction ei ihe 
women. Small chit chat went alongside with the aetar | ro ig 
activities. Some of the handpumps in the colony ee! pas cee 
structure, it was known that those handpumps were mean 
male members and children of the colony. 
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that the water taps were not .CnLy TEL and 
i i venient distance 
‘ ‘ned crowded but. also located at an incon 
roar eet homes. The area around the water source also remained 
invariably dirty, as the drains made for taking the water away 
remained blocked. This water, consequently, overflowed from the 
drains and collected on the street, fEorming. a breeding place for 


mosquitoes. 


Women felt 


It was found that almost ail the women we interviewed, 
whether working or non-working used the community toilets since. 
they found them to be the only place where their privacy was 
maintained. A large number of multi-storeyed flats -have. beer: 
constructed in the vicinity of the colony due to which the women’ 
avoid using open fields for defecation. Also, there are no trees 
on whatever little open land is available adjoining Seemapuri, 
because of which women do not feel secure in using open areas for 


defecation. 


A large number of women felt that the community toilets were 
highly inadequate for the area and therefore remained very 


crowded and dirty. Women walked long distances to reach a 
community lavatory block. These women used open land for 
defecation in their village of origin. These community 


lavatories therefore further posed a constraint on the women. 
During the nights, women did not feel very safe in using these 
toilets, since these were located far off. Also, there were no 
electrical connections for lighting them at night. 


Electricity which has been provided in the area by a 
development agency was made use of by the residents. Only 
families who were economically better off had electric connection 
in their dwelling units. Quite a few of the women we interviewed 
did not, however, feel that electricity was an important facility 
£or day-to-day life. This was because the women were used to 
managing all their household work without electricity for a long 
time. Women however, had found other ways to cope with the 


Situation. They finished all their work of cooking & washing 
before dark. 


The occupational structure of the community under study 
reflected the difficult conditions under which they have to 
Suiv ive. A recent -study""6f “four Bastis ine opeiai xSangn 4 
De"Souza 1976) reported that the physical environment of basti 
was harsh and presented many obstacles to growth and development 
when compared to the planned area of the city. 


__A large number of women of the migrant group were working as 
maid-servants. _Some of the women were also working as rag- 
pickers. Rag-picking is a major occupation of men in this 
community and the women mostly help in sorting out the rags for 
selling.The study revealed that women had a major role to play in 


Supplementing family income. Th ; 
more towards the family income. Raa RM iy ngs = Bee 
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Su Minto ‘i i ey in most of the cases was in the name 
, e family. In very few cases th 
plots in their own names In this category ayer eee otal 
° -ategory no differen 
found among working and non-working women. This ravenic eae 
even ‘though women were the bread-winners for the family, the 
Status of men was still higher than that of women. 


Transportation facilities also posed a constraint on workin 
women. The women did not prefer to commute through buses as es 
had to walk quite a distance to reach the bus stop They 
therefore preferred to either walk down or use er Veto yeubega 
like cycle rickshaws for commuting to their work place. These 
two were preferred not only because they were cheaper conveyances 
than bus, but also because the rag-pickers were not allowed to 
travel in buses with their loaded bags. 


The women were able to maintain privacy within the houses 
despite living in small crowded spaces. Additional space was 
created within the dwelling unit by making partitions of mat, 
jute or gunny bags, which are quite cheap and can be attained 
with limited resources. The mat partitions are reminiscent of 
traditional homes in Bangladesh. The economically better off 
families, add a room in the house for their married son. Some of 
the families also rent out a room nearby if they are not able to 
create space within their dwelling unit. Not much provision is 
made in the houses for the privacy of young girls who are 
unmarried. 


Family and kinship networks operate strongly in Seemapuri 
also. Migration took place through well conceived family 
networks. Each family called their kin once they were well 
settled in the new city. Thus the arrival of migrants in a city 
was not due to’ random search for employment but depended largely 
on the presence of caste men, relatives, fellow villagers or 
migrants from neighbouring areas. De’Souza (1981) has also found 
out that one of the more important reasons why the migrants find 
themselves in squatter settlements is that they depend upon 
kinship, caste and regional networks not only for decisions 
regarding the choice of destination but also for their adjustment 
to the harsh conditions of urban living. 


Kin interactions were not restricted only to migration but 
operated even after migration. The migrant families interacted 
on religious occassions, marriages and child-births. _These 
networks were so strong that each community did not like to 
jnteract with other communities residing in. the same colony. 
This was also evident from the fact that the three communities 
residing in Seemapuri occupied different blocks and pe 
visited each other’s block. The Hindus did not visit the blocks 
of the Muslims since they considered them much below themselves. 


The migrant families also helped their kin who join bebe: 
later on to get employment. It was found that the new ere Se 
who joined in got their first employment a eae 

‘ ‘ : The ew migran 
recommendation of their kinsmen. he ! Font tl they were 


after migration, stayed with their relatives, 
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; ar ted that territorial, kin 
Loyed. Majumda} (1983) has also no 
a ke affinities and networks play a predominant role in 
recruitment of workers to the urban labour force. 


ivi iti bein ee 
Despite the poor living conditions prevalen 

oe eeenant colony, the migrants were of the view that their 
standard of living had improved when compared to their situation 


in their native village. 


This study is related to women medical and nursing 
professionals in hospitals in India. The objective of this study 
was to assess 1) the level of participation of women in medical 
and nursing professions 2) why such larger proportions of women 
professionals are located+ in urban than in rural areas 3) What 
is the nature’ of role performance of women doctors and nurses in 
the hospitals and 4) What is the position of women doctors and 
nurses in the professional community? 


This study is not confined to any particular State or any 
particular area, but tries to look at women doctors and nurses 
in Indian Society. The present study is based mainly on the 
secondary sources of data such as books and articles, reports, 
journals, working papers (published or unpublished), theses, 
newspapers and Census reports and statistical registers or 
reports published by related organizations. 


Findings 
A review of various studies clearly shows that a variety of 


factors such as education, level of urbanisation, technology and 
economic incentives have played an important role in influencing 


women’s choice of the medical profession as a career. Women are 
also motivated by values of care and welfare of community to join 
these professions. It is fairly evident that nurses are 


considered secondary to doctors in the medical profession because 
of which nurses have a lower status and social ranking than 
doctors. But despite this, there is a much larger proportion of 
women in the nursing than in the medical profession in the Indian 
society. The reasons for this are that the education and 
training needed for nursing is far less costly than that required 


for the medical profession; it requires less time and one can 
start earning much sooner than a doctor. 


In general women doctors opted more for n 
obstetrics since their services aie heavily in aoamed ia ee 
areas. However, now they have ventured out in other areas such 
as Anaesthesia and Cardiology, however, obstetrics still remains 
high in their order of performance. Only a small proportion of 


women doctors as compa : 
practice. pared to male doctors are found independent 


Re Be Ss ale medicine, a decline in women doctor is visible 
government hospitals. Women’s participation has not improved 


in vetinary sciences while j 
in dentist 
increase. ry there has been a marginal 
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im ,che scontext.-of. an or 

ganizational settin +: is 
A Seat Saks ei are mostly State run, the ae a 
he — ee eed much more casually and lightly especially 

ischarging their role outsid 
obstetrics and gynaecolo are coe ee 
5 a gy. Infact there are certain 

which prohibit the prescription of costly drugs by women aboenee 
Simply because they have a narrow specialization and also because 
they are not considered competent as generalists. 


There is an apparent discrepancy which occ twee heir 
role performance and role cia The pases, ae 
conflicts are located in various cultural settings, e the 
cultural expectation from a woman doctor to efficiently ——— 
the role of a mother comes in the way of their roles as full 
professionals. These ..various . socio-cultural - factors also 
influence the slow career growth of women doctors. In the case 
of nurses although the position of nurses have been upgraded, but 
within the general context of medical profession, their secondary 
position within the profession has remained relatively unchanged. 


Abidi Nigar Fatima, Women doctors and Nurses in India: A Study in 
Sociology of ProfessionsM Phil Dissertation, Centre for the Study 
of Social Systems, Jawaharlal Nehru University, 1983. 


This study is related to women medical and nursing 
professionals in hospitals in India. The objective of this study 
was to assess 


i).. The, Yenel..of participation of women in medical and nursing 
professions 2) why such larger proportions of women professionals 
are located in urban than in rural areas 3) What is the nature of 
role performance of women doctors and nurses in the hospitals and 
4) What is the position of women doctors and nurses in the 
professional community? 


This study is not confined to any particular State or any 
particular area, but tries to look at women doctors and nurses in 
Indian society. The present study is based mainly on the 
secondary sources of data such as books and articles, reports, 
journals, working papers (published or unpublished), theses, 
newspapers and Census reports and statistical registers or 
reports published by related organizations. 


Findings 


A review of various studies clearly shows that a variety se 
factors such as education, level of urbanisation, pres eA 
economic incentives have played an important role in pane Pi 
women’s choice of the medical profession as a eked eae 
also motivated by vlues of care and welfare got COE neal pee 
these professions. It is fairly evident weea tan because 
considered secondary to doctors jn the medical pro 


of which nurses have 4a lower status and social ranking than 


: f 
doctors. But despite this, there 1s 4 much larger proportion © 
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i fession in the Indian 

‘n the nursing than 1n the medical pro ; 1d 4 
eee ee The reasons for this are that the education and training 
needed for nursing js far less costly than that required for the 
medical profession; it requires less time and one can start 


earning much sooner than a doctor. 


In general women doctors opted more for gynaecology and 
obstetrics since their services were heavily in demand in these 
areas. However, now they have ventured out in other areas such 
as Anaesthesis and Cardiology, however, obstetrics still remains 
high in their order of performance. Only a small proportion of 
women doctors as compared to male doctors are found independent 
practice. 


In Ayurvedic medicine, a decline in women doctor is visible 
in government hospitals. Women’s participation has not improved 
in vetinary sciences while in dentistry there has been a marginal 
increase. 


In the context of an organizational setting, that .is; 
hospitals which are mostly State run, the. sole of women 
professionals is viewed much more Casually and lightly especially 
when they are discharging their role outside the area of 
obstetrics and gynaecology. Infact there are certain rules which 
prohibit the prescription of costly drugs by women doctors simply 
because they have a narrow specialization and also because they 
are not considered competent as gneralists. 


There is an apparent discrepancy which occurs between their 
role performance and role expectation. The sources of these 
conflicts are located in various cultural settings, eg. the 
cultural expectation from a woman doctor to efficiently perform 
the role of a mother comes in the way of their roles as full 
professionals. These various socio-cultural. factors aiso 
influence the slow career growth of women doctors. In the case of 
nurses although the position of nurses have been upgraded, but 
within the general context of medical profession, their secondary 
position within the profession has remained relatively unchanged. 


Jaiswal Rajendra Prasad, Professional Status of Women: A 
Comparative Study of Women and Men Scientists and Engineers MPhil 


Dissertation, Zakir Hussain Centre for Educational Studies, 
Jawaharlal Nehru University, New Delhi, 1988. 


The main objectives of the study were to look at: 


Cts) The socio-economic correlates of women’s participation in 
science and engineering professions. Why do women choose 
Sclence and engineering subjects and what factors induce 


them to ~ enter internet 
e scrence=-and. .engi 
professions? gineering 


The socio-economic background of the i 
\ ! men and women in the 
palenes and engineering professions. Whether the family 
ackground of women in comparison to men in these 
professions reveals any status differentiation. 
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(314) sige academic achievements of the men and women scientists 
engineers. Whether the differenti 
jal acad 
achievements of men and women lead to the same EvQeeee 
differences in their access to and placement in the jobs 
or results in any discrimination against women. 


(lv) To explore sex-based differentiation in the. career 
profile, job satisfaction and career commitment of men and 
women scientists and engineers. 


(v) To explore the norms of discriminations against women in 
the science and engineering professions. 


(vi) To find out sex differences in the authority structure and 
decision making process in the family, and to investigate 
how much control the working women scientists and 
engineers have over their family assets. 


(vii) To probe into the persistence of sex-based prejudices and 
stereotypes among the scientists and engineers who are 
otherwise trained to adopt rational and pragmatic outlook. 


This study was conducted in three capital..cities, of 
southern States of India - Trivandrum (Kerala), Bangalore 
(Karnataka) and Madras (Tamil Nadu) .Incidentally, in these 
three States the rates of female literacy and the work 
participation is better than in most of the other States 


in India. Only government or government aided 
organisations, university. colleges, research units etc. 
were included in the universe of the study. In; all’ 158 


women and 122 men scientists and engineers working in 24 
different work organisations became the respondents of the 
study. Questionnaires and informal talks along with 
secondary data through published reports formed the basis’ 
on which data was collected. ~ 


Findings 


This study revealed that class background of women played a 
crucial role in choice of occupations. Majority of women who 
trained as Engineers and scientists belonged to families that had 
a * high’ educational level and occupational See a ae 
belonging to these families tend to,be motivated and socialize 
to undertake future occupational roles and also take equal place 
alongwith men in similar occupations. 


Do not hold ‘ne same socio-economic status, akeveetiee (2 = 
recognition, job - placement and work =< allotment aS enjey~ y 
men in the similar job positions. 


: i spendéent 
Fven when a woman, because of het education and uae eso 
occupational status, occupies 4a eer e er racctior ey ee 
. i servien -O 1e@ mé aut 
and power, she remains + eel 


the family. 
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Status of the spouses of women scientists in terms of 
education, occupation and income is better than their own. Thus 
status equality in matrimonial alliances is yet not a practice 


commonly in vogue. 


The dominance of male authority has been found quite 
apparent in all major decisions regarding control over income, 
expenditure, family property etc. 


The subject —choice of *job position in science and 
engineering professions by women are rooted in traditional sSsex- 
typed images of subjects and Job “positions “than “an equal 
competition between men and women eg. women opt in engineering 
more for electronic engineering than in electrical or civil 
engineering. 


Academic achievement of women is better or higher than men 
but women are seen in the lower echelons of the job hierarchy. 
Variation is also in terms of income and length of the service. 


ee . Job, satisfaction is' less among women. Dissatisfaction is in 
‘terms’ Pak ‘the ‘unequal ;itreatment, metéd out,,to them vis-a-vis men 
pand, in terms \ofjjthe ‘lack of! facilities . provided\,ih. thé’ work 
organisations for women. — 


High career commitment among men. This is related to the 
dissatisfaction of women with their'job situation, discriminatory 
work - allotment, placement, transfer, promotion etc. . It may 


also be due to marital obligations of women which detract them 
from full involvement. 
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PUBLICATIONS FROM RESEARCH INSTITUTES ACROSS 


Title 
STATE: ANDHRA PRADESH 


Latest publications/Reports 

(a) Preparedness status of State 
governments for implementing 
DWCRA programme in the. 

field (1987). 


STATE: ASSAM _ 


Ongoing Research projects/ 
Surveys etc. 

(a) Socio-economic conditions of 
women in rural areas: 2 villages. 
(b) Modernization and its effect 
in rural areas. 

(c) Effects of family planning in 
Arunachal Pradesh. 


STATE: “BEHAR 


Latest publications/Reports 
(a) Situation analysis of 
Women and Children in 
North Bihar.. 


STATE: PUNJAB 


Ongoing Research projects/ 
Surveys. 

(a) Fertility and family 
planning practices in 
Chandigarh (1988). 

(b) Maternal and Child 
health care practices in 
the economically weaker 
sections of the 

society (1988). 

(c) Status of women and 
fertility behaviour: 

A study of inter- 
relationships. 


( 


x . pocu 
~ 


PRINCIPAL STATES 


Organisation 


AND 


UNIT 


MENTATION 


National Institute 
Rural Development, 
Rajendra Nagar, 
Hyderabad-500 030 
Telephone: 245736. 


of 


Women’s Studies Research 
Centre, 

Gauhati University, 
Guwahati-781 014. 
Telephone: 88412. 


A.N. Sinha Institute of 
Social Studies, 
Patna-800 001. 
Telephone: 26226, 26227. 


Population Research 


Centre, Dept. of 
Sociology, Arts 
Block IV, 


Punjab University, 
Chandigarh-160 014 
Telephone: 31275 


je 


Title 


Latest publications/reports: 
(a) Some aspects of status of 
women in Haryana (1989). 

(b) Maternal and Child health 
care practices in Himachal 
Pradesh: a social demographic 
study of selected rural 
communities. 


STATE: DELHI 


Latest Publications/Reports: 
(a) Women headed households 
in rural India (1989). 

(b) Grown up in rural rndias 
Problems and needs of 
adolescent girls (1989). 


STATE: DELHI 


Ongoing research projects/ 
Surveys. 


(a) Women in Prostitution(1990). 


(bo) tne Giri Chald (1990). 
STATE: DELHI 

Ongoing research projects/ 
surveys. 

(a) The situation of women 
prisoners in India. 


Latest publications/reports: 


(a) Research reports - II series. 


Status of women and children in 
Jammu and Kashmir. 


STATE: DELHI 


Latest of Publications/Reports: 
(a) Trafficking in women and 
children in India (1988). 

(b) The authority of: the 
religions and the status of 
women (1989). 


J3 


Organisation 


Centre for Social 
Research (CSR) 
E-79/9, Kishangarh, 
Mehrauli, 

New Delhi-110 030 
Telephone: 6892138 


Indian Social Institute 
10, Institutional Area 
New Delhi-110 003. 
Telephone: 694602 


Institute of Social 
Services, 

B-7/18, Safdarjung 
Enclave, 

New Delhi-110 029 
Telephone: 675451 


Joint Women’s Programme 
CISRS House, 

14, Jangpura B 

Mathura Road, 

New Delhi-110 014 


Telephone: 619821 


Title 


STATE: GUJARAT 
Latest Publications/Reports 


(a) Denial of Maternity benefits 
to women workers in Gujarat(1985). 


(b) Problems of home-based 
workers (1989). 
STATE: GUJARAT 


Latest Publications/Reports etc. 
(a) Women Weavers. 


STATE: GUJARAT 


Latest Publications/Reports: 
(a) My home my work: Workshop 


report on home-based workers (1987). 


(b) Glittering Threads - A report 
on Chikan workers of Lucknow 
(c) Grind of work (1989). 


STATE: GUJARAT 


Latest Publications/Reports: 
(a) Aging women 

(b) Women’s health care 
services: 

Delivery and Utilization. 
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Organisation 


Gandhi Labour Institute 
Drive-in-Road, Memnagar 
Ahmedabad-380 052 


Telephone: 443987, 443890 


Indian Institute of 
Management, 

OB Area, Wing 12, 
Vastrapur 
Ahmedabad-380 001. 


Telephone: 407241, 
Ext.4915. 


Self Employed Women’s 
Association, 

SEWA Reception Centre, 
Opp. Lokmanya Tilak Bang, 
Bhadra, 

Ahmedabad-380 001 


390577, 39046 


Women’s Studies Research 
Centre, Dept. of Human 
Development and Family 
Studies, Faculty of 

Home Science, 

M.S. University of Baroda 
Baroda-390 002 


Telephone: 327727 


Title 


STATE : HIMACHAL PRADESH 


Ongoing research projects/surveys 
(a) Nutritional status of women 
of Himachal Pradesh. 

(b) Role of women in Himachal 
Pradesh agriculture. 


STATE: KARNATAKA 


Latest Publications/Reports 
(a) Linking fertility and the 
socio-economic activity of 
rural women : a case study of 
the Malur rural project of the 


Family Planning Association 
of India: (1987) 


(b) Study of child development 
services - a field study (1986). 


STATE: KARNATAKA 
Ongoing research/surveys. 


(a) Opinions on : Attitude to 
Dowry and family planning etc. 


STATE: KERALA 


Latest Publications/Reports 
(a) Women and Health 


x 


Organisation 


Himachal Pradesh Krishi 
Vishwavidyalaya, 
Palampur, 

Kangra Dist.-176 062. 


Telephone: 2644 


Institute of Social 
Studies Trust, 
"Tharanga”, 10th Cross 
Raj} Mahal Vilas Extn. 
Bangalore-560 080 


Telephone: 360315 


Centre for Women’s 
Studies, Dept. of 
Studies in English, 
Gulbarga University, 
Jnana-Ganga Campus, 
Gulbarga-585 106 


Telephone: 21447/21446. 


Kerala Shastra Sahitya 
Parisheat 

Rabin D. Cruz Documen- 
tation Centre, 
Parishat Bhawan, 
Arayara Post 
Trivandrum. 


Telephone: 74256. 


Title 


STATE: KERALA 


Ongoing research projects/surveys 
(a) Impact of health education 
and nutrition components of ICDS 
programmes on tribal and SC women. 


Latest publications/reports 
(a) Women of Kerala (1986) 


STATE: MAHARASHTRA 


Latest publications/reports 
(a) Study of effectiveness of 
intermediate supervision by 
Mukhya Semkas in ICDS projects 
in old Chandrapur dist. of 
Maharashtra (1988). 


(b) Problems of women working 
in the unorganized sector of 

readymade garment industry in 
Maharashtra State (1987) 


STATE: MAHARASHTRA 


Ongoing research projects/surveys 
M.§.W. research thesis on 

(a) Women in unorganized sector 
(b) Women and Health. 


Latest publications/reports 

(a) In search of our bodies- 

A feminist look at women, 
health and reproduction 

in India (1987), 

(b) Women, self help and 
naturopathy (1988). 

Vocational papers: 

(a) New reproductive technology 
and Indian women. 
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Organisation 


Centre for Social 
Research, Corporation 
Co-operative Society 
Building, Opp. Chitra 
Home, Pazhavangadi, 
Trivandrum-695 023. 


Telephone: 71536 
Centre for Women’s 
Studies, University of 
Kerala, Karyavattom, 
Trivandrum-695 581. 
Telephone: 8425. 


Centre for Research and 
Development, 

175,.D.N., Road 

D..Bs -NOsig2aqenee = 
Bombay-400 O01. 


Telephone: 2610308 


College of Social Work 
38, New Marine Lines, 
Bombay-400 001. 


Telephone: 292615, 259628 


Shakti 

BH10;- Sun - & % sea 
25, JP Road, Versova 
Andheri (W), 
Bombay~-400 061 


Telephone: 6260622. 


Title 


Latest publications/reports 
(a) Health Status of Indian 
women: A reader (1988), 

(b) Made in India: Dosier on 
genetic engineering and 
reproductive technology. 


STATE: ORISSA — 

Ongoing research/surveys 
(a) Women’s socio-economic 
situation in rural areas 
at Bhubaneshwar, Balianta 
and Balipanta blocks of 
Puri district. 


STATE: RAJASTHAN 


Latest publications/reports 
(a) Situational Analysis of 
women and children in 
Rajasthan (1990). 


STATE: TAMIL NADU 


Latest publications/reports 
(a) Women and Development(1989). 


STATE: UTTAR PRADESH 


Latest publications/reports 
(a) Status of Poor working] 
women (1990), 

(b) Nutritional status of 
lactating women in 


of 


Organisation 


Women’s Studies Unit 
Tata Institute of Social 
Sciences (TISS), 

Pep. ONG; 8324, 
Sion-Trombay Road 

Deonar 

Bombay-400 088 


Telephone: 5510400/09. 


Palli Unnayan Seva 
Samiti, 

At/Ppo- Naharkanta 
Via Balianta Dist. 
Puri dist.-725 101 


Institute of Development 
Studies, B-124 (A) 
Mangal Marg, Bapu Nagar, 
Jaipur-302 015 


Telephone: 79726. 


Department of Women’s 
Studies, 

Alagappa University, 
Karaikudi-623 003 


Telephone: Centre 2861 


College of Home Science 
G.B.Pant University of 
Agriculture and 
Technology, 
Pantnagar-263 145 
Nainital dist.; U. Fr. 


Telephone: 37 


Title 


STATE: WEST BENGAL 


Ongoing research/surveys etc. 
(a) Fertility awareness 
(special emphasis on Natural 
Family Planning) (1989), 

(b) Tribal women and health 
practices (1989). 


Ongoing research projects/ 
surveys etc. — 

(a) Women workers in the 
Beedi industry in 

West Bengal and U.P. 


pr-18.5.94 
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Organisation 


Development Research 
Communications and 
Service Centre, 


18-B Gariahat Road(South) 
Calenutta—-700: O31, 


Women’s Research Centre 
P-595, Purna Das Road 
Calcutta-700 029. 


Telephone: 423257. 
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